definite systolic thrill at the base was very rare in other than congenital heart disease. He did not contend, however, that one could diagnose aortic stenosis on a thrill alone. The three safest signs to depend upon before making the diagnosis were that aortic regurgitation was present, that a thrill was palpable at the aortic area, and that the pulse was anacrotic in type, as shown by a polygraphic tracing. He had been able to watch the development of these various physical signs. Originally no thrill was present.
With regard to prognosis, it was well known that rheumatic aortic regurgitation had, on the whole, a much better prognosis than mitral stenosis. Here on the other hand was a case of aortic stenosis which had now begun to show embolic phenomena. What was to prevent the next embolus lodging in a more vital part of the brain ? In addition a roughened valve was always a prey to a superadded subacute bacterial endocarditis.
His remarks on the frequency of aortic stenosis in syphilis only applied when compared to that lesion in rheumatism.
In his opening remarks he had only intended to imply that aortic stenosis was commoner as a result of syphilis than of rheumatism. In both infections the lesion was rare. On examination, after admission, he was found to be in good general condition. He did not cough, but lay still in bed, feeling weak. Temperature, 101 . 4Q F.; pulse, 109; respiration, 28.
Physical signs, apart from slight inflammation of the throat and enlargement of the neck glands, were localized to the right side of the chest. These signs, though gross, were inconstant, and were caused by the presence of blood in the bronchi, with temporary local collapse of one part and then another.
Progress.-The child had hbmoptysis on five more occasions during the next two days, and felt more weak.
The physical signs became modified in the following way: the right side of the chest became almost immobile, the heart was pulled over to the right, and the left side of the chest over-acted. It was not possible to locate disease in the right lung with any certainty.
Hoemoptysis continued from once to three times a day, and considerably alarmed the patient.
Blood Normal except for slight limitation of movement on the right side of the chest, and slight impairment of note in the region of the right lung-root behind. At no time could tubercle bacilli be found; there was no sputum, but the stools were examined by direct and separation methods by Dr. E. O'Flynn.
Discussion.-DR. BERNARD SCHLESINGER said that true hbemoptysis in children was rare, and therefore such bleeding always suggested the possibility of the naso-pharynx as its seat. In the present case, however, it seemed to be genuine hemoptysis. The skiagram showed some peribronchial shadowing at the right base (see fig.) and he suggested that this case might be bronchiectasis to which acute broncho-pneumonia had been superadded. Perhaps when the child was fit again Dr. Winnicott would carry out a lipiodol examination. HEemoptysis was occasionally a feature in bronchiectasis in adults, but not usually in children.
Dr. WINNICOTT (in reply) said that a lipiodol examination would possibly be made later on. The patient coughed only in relation to the bringing up of blood. Clinically he would like to say it was a case of ordinary epidemic influenza, but he was unable to explain the pathology of the case if that were so. V. L., aged 7 years and 4 months. No family history of bleeding or purpura. Patient has suffered from repeated epistaxis, extensive bruising, and frequent purpuric lesions since she was 3 years old. In June, 1929, a severe hoemorrhage followed the extraction of three teeth and she w&ts admitted to hospital for one week. An extensive purpuric rash was present, the tonsils and tonsillar glands were enlarged, and the platelet count was 203,000 per c.mm. at this time. The spleen was not enlarged. Occasional epistaxis occurred until November, 1930, when the left ear began to discharge and the urine became smoky. Repeated crops of purpuric lesions appeared. The hbmaturia and aural discharge persisted and the patient was readmitted to hospital, 6.1.31. Blood transfusion, 12.1.31. Removal of tonsils, 19.1.31, followed by considerable habmorrhage. Second blood transfusion, 21.1.31. A submental abscess developed one week later; this was opened uneventfully, the pus growing streptococcus in pure culture. The aural discharge continued and the hematuria was very marked until 10.3.31, when the urine cleared completely. March 16, 1931 . Cortical mastoid operation was performed by Mr. Chubb. The mastoid cortex and cells were found filled with pus and polypoid granulation tissue; the dura was exposed and showed early involvement. The cavity was packed, there being little bleeding. The following day the urine was again smoky and on March 18 it was port-wine colour.
